drug ofchoice, to be given for at least three months; in patients allergic to penicillin clindamycin may be the alternative choice. Intravenous treatment is not necessary.2 To our knowledge, actinomycosis ofthe trachea and supraclavicular region has not been reported previously.
Case report
A 68-year-old Polishmanwhocame toEngland2Oyearsagohad worked as a farmer and later as a handyman. Early in 1975 he 'developed a persistent cough and a swelling in the right supraclavicular region. There were no other chest symptoms. The swelling increased in size and he was referred to this unit.
General examination showed no systemic disease, though the presence of a few carious teeth was noted. The supraclavicular mass was covered with bluish-red adherent oedematous skin. It was fixed and hard and lay partially behind the sternomastoid muscle (fig 1) . A chest radiograph showed no abnormality. Bronchoscopy showed the presence of a nodular mass, 1 1/2 x 1 cm, on the right lateral wall of the trachea 5 cm below the cords (fig 2) . Histological examination of biopsy specimens taken at the time showed diffuse acute and chronic inflammatory changes. One fragment showed a microabscess that contained colonies of actinomycetes. Histological examination of a biopsy specimen taken from the supraclavicular swelling showed areas ofgranulation tissue and a colony ofactinomycetes. Gram-film examination ofpus from the supraclavicular region also showed actinomycetes. Anaerobic culture of the pus on blood agar media for 12 days failed togrowthe organism, possibly because treatmenthad had to be started.
The patient was treated with benzylpenicillin 600 mg intramuscularly twice daily for four weeks, followed by phenoxymethylpenicillin 250 mg orally four times daily for six months. Bronchoscopic examinations laterin 1975 showedthat the tracheal disease had resolved completely and no supraclavicularmass could be detected. Sofarthere has beenno relapse.
Discussion
Actinomycosis is an uncommon butwell-recognised condition, affecting principally the cervicofacial region. Less commonly it occurs in the right iliac fossa and least commonly in the lung, where it usually affects the pleura and chest wall, sometimes coexisting with bronchial carcinoma. 3 Haematogenous spread of the disease is rare.4 Lymphatic spread is believed not to occur owing to the large size of the organism. Most human infection is endogenous. The mouth is the site ofprimary infection, which usually originates from the gum, carious teeth, or tonsils. McQuarrie and Hall found dental sepsis in all oftheirnine cases ofthoracicactinomycosis.5 Males are affected more often than females and the usual age range is 10-30 years. Local trauma and tissue hypersensitivity to the organism may play a part in the initiation ofthe disease, which then spreads directly to the adjacent tissue. The site ofentry of the infection in our patient was most likely the tracheal wall, in an area of mucosal abrasion. From there it spread to the surrounding soft tissue in the supraclavicular region. As his chest radiographwas normal the disease ismostunlikelytohave arisen peripherally in the upper lobe and secondarily affected supraclavicular region and thence the trachea. 
